Hypercalcaemia after foreign sun holidays in four patients is described. Although only one was a known case, all had sarcoidosis. The pathogenic mechanisms are discussed and the implications of excessive sun exposure for the mode of presentation and the management of sarcoidosis are highlighted.
Introduction
The association between sunlight exposure and hypercalcaemia in sarcoidosis, although long recognized,' has not been much emphasized. The mechanism whereby hypercalcaemia occurs in sarcoidosis has been clarified,2 allowing an understanding of the pathological role of sunlight exposure and of the therapeutic role of corticosteroids. We describe four patients who, during or after foreign holidays in the sun, developed hypercalcaemia, in all of whom symptoms were sufficiently severe to require hospital admission. For three patients it was the mode of presentation of their sarcoidosis.
Case reports
Case I A 22 year old factory worker on holiday in Gran Canaria was admitted to hospital there with vomiting and severe abdominal pain. He was dehydrated and hypotensive. Acute haemorrhagic pancreatitis was diagnosed by abdominal computed tomographic (CT) scan. He developed a paralytic ileus and a pancreatic pseudocyst. As his condition stabilized, hyperglycaemia and hypercalcaemia were noted and treated with insulin and calcitonin, respectively.
Four weeks after admission, he was transferred to this hospital with a provisional diagnosis of hyperparathyroidism. On examination, he was deeply sun-tanned, malnourished with prominent muscle wasting, and had tender hepatosplenomegaly. Serum creatinine was 151 pmol/l (normal range: 50-130), glomerular filtration rate was 50 ml/min (NR: 60-180), and fasting non-tourniquet serum calcium ranged as high as 4.05 mmol/l (NR: 2.10-2.62). Chest X-ray showed diffuse pulmonary infiltration and transbronchial lung biopsy interstitial fibrosis and abundant noncaseating granulomata, consistent with sarcoidosis. Hypercalcaemia responded to corticosteroids and renal function reverted to normal. When steroids were discontinued, he remained normocalcaemic but insulin dependent. Case 2 While on holiday in Spain, a 27 year old office worker had nausea, vomiting and thirst. On return to this country, he was admitted to hospital with abdominal pain. Serum calcium was 3.60 mmol/l. Sarcoidosis was suggested by diffuse pulmonary infiltration on chest radiography and confirmed by non-caseating granulomata on liver biopsy.
Hypercalcaemia responded to corticosteroids. On three occasions over succeeding years, when attempts were made to reduce his steroid dosage, he again developed hypercalcaemia, not obviously related to sun exposure. When steroids were finally discontinued, he went on further sun holidays against medical advice without, however, adverse consequences.
node biopsy was consistent with sarcoidosis. He was normocalcaemic. Six months later, following a foreign holiday, while on 5 mg prednisolone daily, he was admitted to hospital with vomiting, constipation, polydipsia and polyuria. On examination, he was deeply sun-tanned, dehydrated and had a palpably enlarged spleen. Serum 
